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torquability. It successfully passed and went into left brachial guiding
catheter.
5. 2.5mm balloon to anchor the wire and we tried to pass a coronary
2.5mm balloon, but it failed and the wire drop out after patient take a
deep breath.
6. Restarted over again, we wired via brachial in retrograde with 0.014
wire and a CTO-wire Approach 25g. Finally we passed again.
7. 2.5mm balloon to dilate stenotic part, and then we intended to
change 0.035 wire for better support. The guiding catheter success-
fully went over aorta after balloon dilatation. We changed to 0.035
wire then.
8. Because of balloon and stent proﬁle, 7.0mm balloon to dilate lesion
and deployed a 8.0mm/37mm stent without guiding catheter.
Localization of balloon/stent by injected contrast via JB2 catheter
from antegrade.
9. 7.0mm balloon to do post-dilatation, and then procedure ended.
Total procedure time: 4 hours, Contrast exposure: 100ml
Case Summary. In subclavian artery intervention, sometimes the
pathway torturously is beyond we thought. 0.014 wire might help in
such circumstance, better torquability, but need careful exam if sup-
port enough. And bilateral approach in subclavian artery intervention
is crucial.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 33092147
Relevant clinical history and physical exam. Progressive dyspnea has been
noted since one week ago. The patient’s general performance had
been relatively fair prior to admission. Sudden onset of shortness of
breath after going to bathroom early this morning, then she was
brought to our ER, where initial vital signs revealed systolic blood
pressure 168mmHg and diastolic blood pressure 88mmHg. CXR
showed acute pulmonary edemaRelevant test results prior to catheterization. After series of examination
lab data showed impaired renal function (Creatitine 2.36 mg/dl),
normal level of cardiac enzyme and NT-pro BNP 8894 pg/dl. Bedside
heart echo showed LVEF 40%.
Relevant catheterization ﬁndings. CAG via RRA showed CAD with TVD
(LM: patent; LAD: -M: diffuse lesion with up to 50% stenosis; LCX-M
to D: tandem lesion, up to 90% stenosis; RCA-P:80% stenosis) LVG
showed mild LV systolic dysfunction with LVEF 45%. We deployed
BMS at RCA and LCX-D.AOG showed irregular lumen and renal artery
stenosis.
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Procedural step. Due to irregular lumen of aorta and renal artery ste-
nosis we performed peripheral intervention. PTA was performed via
right renal artery RA. One JR 4/6 GC was used to engage the left renal
artery. One BMW Elite GW was advanced to LRA ostium for lumen
probing under the support of one Trek 1.2x6mm BC. Due to difﬁcult
catching the entry point and prolapsing wire tip, we stepped up our
GW to Pilot200. However, IVUS check showed false lumen creation
with extensive dissection and nearly collapsed true lumen. We
changed our GW to Provia 12 and re-wired to true lumen after entry
point conﬁrm by IVUS. One Trek 3.0x15mm BC was inﬂated at LRA-P
to D, up to 16atm. IVUS check showed true lumen at LRA-P to M and
false lumen in the LRA-D. Due to post POBA dissection type B, further
stenting entry site of dissection was done with one Formula
5.0x20mm BMS at left renal artery ostium to P, with pressure up to
10atm. The ﬁnal result of left renal artery was fair with TIMI3 ﬂow.
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false lumen in the LRA-D. Due to post POBA dissection type B, further
stenting entry site of dissection was done with one Formula 5.0x2
0mm BMS at LRA ostium to P, with pressure up to 10atm. The ﬁnal
result of left renal artery was fair with TIMI3 ﬂow.TCTAP C-172
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. A. K.
Relevant clinical history and physical exam. An 80-year old female pre-
sented to our hospital complaining of intermittent claudication of the
left lower limb. She had a history of sick-sinus syndrome and
implanted cardiac pacemaker at the age of 77 years. She suffered from
chronic kidney disease for more than ten years. Her arterial pulse was
normally palpable in femoral and not palpable in popliteal, suggesting
peripheral arterial disease.
Relevant test results prior to catheterization. Ankle brachial index was
relatively low on the left side (left, 0.72; right, 1.05). A duplex ultra-
sound of the left leg identiﬁed a tiny left superﬁcial femoral artery and
its caliber was progressively reduced. Obstruction of superﬁcial
femoral artery was suspected. But enhanced computed tomography
was not ordered because of chronic kidney disease; neither did mag-
netic resonance angiography because of implanted cardiac
pacemaker.
[INTERVENTIONAL MANAGEMENT]
Procedural step. Carbon dioxide (CO2) angiography was performed to
prevent contrast induced nephropathy associated with endovascular
therapy. The procedure was conducted using bidirectional approach
via the popliteal artery and contralateral femoral artery. The su-
perﬁcial femoral artery was difﬁcult to detect on CO2 angiography.
Distal end of the occlusion was recognized slightly above the knee
joint. A 0.035 inch guidewire (Radifocus, Terumo) was advanced
retrogradely using loop technique from the popliteal artery. The
guidewire strayed away from preconceived route. Intravascular ul-
trasound revealed the guidewire existed inside of the artery and the
arterial caliber was expanded over 10mm. At that time, we realized
the existence of persistent sciatic artery. A 0.014 inch tapered
guidewire (AstatoXS 9-40, Asahi Intecc) was advanced antegradely
through the internal iliac artery, and both of the guidewires was
successfully advanced within same lumen. After Wire Rendez-vous
Technique, Balloon angioplasty was performed with 4.0 x 150mm
balloon catheter (Amphirion deep, Medtronic). As residual dissec-
tion was detected on intravascular ultrasound, 8.0 x 120mm self-
expandable nitinol stent (E-LUMINEXX, BARD) was implanted in
the internal iliac artery and 6.0 x 150mm self-expandable nitinol
stent (S.M.A.R.T long, Cordis) was implanted in the popliteal artery.
The total occlusive lesion was successfully recanalized from the
internal iliac artery to the popliteal artery.
